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Abstract
Background: Events, such as falls, continue to maintain permanence in countless public health
settings and organizations, attributing to unnecessary resource utilization. Proven methods for
mitigating fall occurrences transpire through reliable fall education and by creating programs that
directly impact these incidents. These agendas are essential and can lessen undue stress,
obligations, and associated fiscal liability.
Purpose: This DNP project aimed to ascertain and expand unit nurses' fall prevention strategy
knowledge in a long-term acute care hospital, bringing awareness of evidence-based practices
through a learning addendum.
Methods: This program, based on a descriptive, quasi-experimental, pre-, and post-analysis,
strategically assessed the fall deterrence comprehension of frontline clinicians. The project
probed staff perceptions, exploring if the project generated any growth in acumen among staff. In
addition, for this project, utilizing purposive convenience sampling facilitated participant
selection, allowing for investigation of this small, composite population.
Results: The findings establish no alteration in staff knowledge levels after execution. Still,
further exploration of the compiled data for additional indications took place. Executing
alternative assays shifted the statistical confine for the limited sample. In the 2019 Nursing
Evidence-Based Practice survey, deviations were prominent among contributors' optimism in
engaging in evidence-based ways, vastly affirming these applications.
Conclusion: In tackling patient safety, healthcare professionals remain split. One reminiscent
security is nurses, who remain central to preventing falls. During this proposal, there were
valuable premises extracted that demanded more probing. These novel findings support more
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educational endeavors, fostering additional practical measures for abating falls. With proper
edification, bedside nurses can ensure ending falls in healthcare settings.
Keywords: nurses, fall prevention, education, knowledge, and fall risks.
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Evaluating the Extent of Fall Prevention Knowledge of Direct Care Clinicians in a
Post-Acute Hospital Setting: A Quality Improvement Initiative
Healthcare faces many challenging elements within modern medicine to meet the
standards of providing quality care. However, the demand for healthcare organizations to stay
competitive remains understated. Fall events are a universal topic in many healthcare areas. As a
leading problem, these experiences span countless domains, such as medical-surgical, long-term
acute care hospitals (Han et al., 2020), and specialty settings, e.g., neurology and nephrology
(Dykes et al., 2017). These events can be catastrophic, affecting the unit workflow. Nurses
completing care may devise alternate tactics, potentiating harm, and complicating patient care.
As the population's health increases complexity, the drive to keep pace calls for a solution.
The barriers to fall prevention are part of an extensive interactive network. Amid diverse
environments, falls and the deterrent strategies surrounding these concerns interweave primarily
through complex interactions of interrelated variables. These include regard to patients,
providers, and organizations under various circumstances. In addition, each clinician is
inherently distinctive, gaining characteristics from various education. These attributes are a
fusion of factors that helps transform the nurses' functions and actions. Nurses apply
assessments, judgments, and refined behaviors to deliver quality, supportive treatments.
Moreover, by incorporating accrued knowledge and experience, nurses are astutely more
adaptable to meet the demands of care requirements. In addition, this strategy proposes
preventing harm, such as falls, by developing and strengthening peak health states. Lastly, these
systems are in constant transition with the delivery of individualized care and preserving patient
function or diminishing length of stay and unnecessary readmissions, which are known as nursesensitive indicators, specific identifiers for determining the result of care.
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While interconnected, these relations on various levels can potentiate a positive or
negative impact on health adversities, such as falls, markedly affecting healthcare entities. These
conditions healthcare leaders measure and monitor constantly, and when conditions are pristine,
public health expenses downsize, resource utilization eases, and client welfare expands. Still,
failure in both practice standards and communication among the healthcare partners can
adversely influence the continuity of care. In addition, experiences such as fall events place
tremendous pressure on healthcare professionals and entities alike, calling for innovative
endeavors within the nursing practice to improve patient safety. Finally, as Oldland et al. (2020)
contend, that nurses are aptly poised to safeguard patient health by devising agendas that target
opportunities by actualizing and building systems framed on analytic methods.
The challenge of preventing falls lingers in many facilities in the United States (U.S.) as
an inherent problem. Research shows that while there has been a downward trend in fall rates
throughout health systems, the crisis remains relevant here in the southeast. For example,
compared with other U.S. regions, the southern portion of the U.S. had higher incidences of falls,
accounting for 16% more observed cases (Baernholdt et al., 2018). To expound on this account,
the National Center for Injury Prevention and Control [NCIPC] (2020), a Centers for Disease
Control and Prevention (CDC) division, published that the eighth leading cause of mortality
among those 65 to 85 years old in the south from 2018-2020 resulted from accidental events such
as fall-related injuries. Further supporting this notion, Cuttler et al. (2017) estimate that clients
within inpatient settings, such as post-acute extended care hospitals, succumb to these
challenging situations at a staggering yearly rate approaching one million events, contributing to
more than three-quarters of healthcare acquired injuries. Furthermore, the Agency for Healthcare
Research and Quality [AHRQ] (2020) asserts that more than 230,000 cases of falls transpired
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between 2014 and 2017, citing almost eight healthcare acquired events for every 1000 people
leaving inpatient care settings. Lastly, in a report conducted for the AHRQ, Bysshe et al. (2017)
assessed that for every 1000 falls, there are 50 attributable fatalities.
Without some preventative measures, fall events will undoubtedly continue to pervade
throughout countless healthcare locations, causing angst to direct care nurses, including this
designated site for this Doctor of Nursing Practice (DNP) project. Creating change in many areas
of life come with some obstacles. This presumption also applies to professional performance
transformation, where designing solutions for these events can be challenging. These hindrances
vary among colleagues and include apathy towards the new strategy, objection to the unfamiliar
practices, devaluing the impact of the change, clashing perspectives, and conflicting virtues
among these stakeholders (Moran et al., 2020). Fortunately, quality improvement initiatives are
successful through approaches that support team building, encouragement, training, and tenacity.
In addition, through the art of translational research and basing instructional forums on current
evidence, these events have served as motivating factors for unifying direct care clinicians and
catalyzing this inquiry. This DNP project aims to bridge the knowledge gaps regarding fall
prevention strategies among the direct care clinicians within this chosen long-term acute care
hospital site, bringing awareness of fall prevention education through evidence-based practices.
Finally, another objective is to enhance autonomy among the clinicians by developing their
expertise in fall prevention to counteract or limit these events competently.
Background
Falls are among the most significant dilemmas facing clinicians in the U.S. healthcare
market yet remain amendable occurrences. These accidents coexist as continual features of many
care settings, such as hospitals, post-acute extended stay facilities, and other service line areas.
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While these mishaps have steadily declined, even avoided in some cases, Venema et al. (2019)
suggest these are more commonplace than expected, aligning falls as the seventh most notable
cause of demise among those 65 and older. Additionally, between 2018 and 2020, the eighth
leading incidence of death for people between 65 and 85 was fall events, accounting for more
than 36,000 people in the south alone (NCIPC, 2020) (Appendix A). Moreover, these events
impose various negative implications that affect patient experiences. For example, Venema et al.
(2019) contend that 25% of cases result in harm, adding projected costs of more than $7000 per
incident, furthering financial obligations to the healthcare system.
These accidents result in multiple health-related disparities including, diminished
functional level, panic, apprehension, and physical impairments such as head trauma (Hakvoort
et al., 2021). Consequently, as the directive for improvements within the public health system
grows to meet the aging population's needs, the intricacies of these occurrences are prone to
continue on an upward trajectory. For instance, Moreland et al. (2020) emphasize this by
highlighting Centers for Disease Prevention and Control (CDC) estimates of a surge in the
number of people 65 and older from 50 million in 2018 to more than 70 million by 2030. In
upcoming years, the National Quality Forum (2022) reports an expansion in the populace size of
those 65 and older, assessing an increase to 84 million. In 2002, according to the Agency for
Healthcare Quality and Research [AHRQ] (2019) and its’ subsidiary department, the Patient
Safety Network (PS Net), demarcated falls among a list of actions called “never” events,
establishing standards that address potentially deadly and harmful practices within healthcare
that should “never” transpire, including performing the wrong procedure or errors in care
supervision. When mistakes like these happen, these set protocols clearly define the appropriate
reporting actions and delivers guidance to identify system failures. Lastly, from these criteria,

14
facilities are finding more difficulty reaping remuneration, subsequently reabsorbing the
expenses, exacerbating the predicament among many health agencies (Bargmann & Brundrett,
2020).
For many in the transnational health sectors, the arduous task of maintaining patient
safety while preserving the quality of care is of great concern. Nursing interventions are a crucial
tool available to secure patient safety. This group comprises more than 3 million workers in the
U.S., representing the greatest allocated asset in healthcare (U.S. Bureau of Labor Statistics
[BLS], 2021), positioning nurses as an adept defensive measure in fall prevention. However,
despite this resource, fall events remain a concern among an assortment of care divisions, such as
post-acute care settings, including long-term acute care hospitals. Cuttler et al. (2017) illustrate
that falls account for approximately one million events annually to manage among healthcare
facilities. At the turn of the millennia, the Institute of Medicine (IOM) conducted innovative
reviews, identifying critical components and strategizing essentials to conserving patient
wellbeing, which has taken a primary seat across healthcare domains, particularly in the nursing
profession (Aiken et al., 2018). Additionally, the IOM established eight principles that have been
adopted to create a framework known universally as transformative care. Lastly, out of these
central principles, the basis for this DNP project concentrates on constructing synergistic
partnerships among colleagues, implementing knowledge-based designs and systems, and, more
importantly, attempting to augment direct care clinicians’ skills through founded, empirical
evidence with learning experiences.
Falls continue to scourge the U.S. healthcare system, preceding the industry as a
preeminent contributor to injury, death, and financial adversities. Preventative measures to
hinder these issues have taken notoriety but present challenges many healthcare organizations
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must tackle. One of the root precautionary actions at many, if not all, medical facilities is
prevention education programs constructed on and supported by current evidence and best
practices. These evidence-based practices include conducting customized risk evaluations and
adapting approaches by applying integrated practices (Moran et al., 2020). Still, others include
assessment of patient risk factors, including historical accounts of prior falls, comorbidities, and
current health status (Wang et al. 2019), employing multi-modal systems, and engaging proven
prevention strategies, such as the Fall Tailoring Interventions for Patient Safety (Fall-TIPS)
program (Fowler& Reising, 2021). Lastly, even with standards established, the sustained injuries
and death from falls contribute to staggering costs, estimated in 2015 at roughly $50 billion
(Florence et al., 2018).
Education established on objectively substantiated systems has extensively been
examined and shown to be a universal approach to minimizing these events while advancing
clinical proficiencies (Shaw et al., 2020). Unfortunately, this DNP project site has a minimum
amount of educational preparation to sustain fall prevention for employees. This training
happens once during department orientation, introduced via a brief educational video
presentation for newly onboarding individuals, then duplicated yearly for competencies. In
addition, a fall assessment occurs once on admission to the unit at the beginning of the stay. The
unit assessment instrument option, the MORSE Fall Scale (Appendix B), according to Bóriková
et al. (2017) is a thoroughly tested and certified appraisal method for detecting prevalent risks.
This practice repeats once more each shift and only when patient conditions alter. This standard
indicates that other fall prevention interventions rarely receive attention. Therefore, an
exploration began probing into the obstacles to improving fall prevention awareness among
direct care clinicians within this local chosen DNP site. Out of the various barriers positioned
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ahead of this facility, three primary impediments noted were staff motivation, inadequate
staffing, and staff education. While all these elements warrant close inspection, staff training was
an area identified within this project's scope that could impact patient safety.
Needs Analysis
The Long-term Acute Care Hospital
Reshaping healthcare to enhance safety and quality has become a powerful motivation for
meeting the needs and rising complexity of the U.S. population. After reviewing fall data from
the facility, this DNP student broached the topic of implementing a DNP project with key
stakeholders in the unit. In partnership with the facility administrator, the director of clinical
services, the assistant director of nurses, and the direct service providers, the need for fall
prevention information in the facility was evident.
As a U.S. Centers for Medicare and Medicaid (CMS) provider for service
reimbursements, the facility reports various quality measurements to guarantee payment. In 2014
alone, as McDermott et al. (2017) explain, CMS provided expenses for more than 62% of acute
care inpatient visits. According to the AHRQ (2021), more than 55% of falls occur in general
care areas, such as post-acute extended care hospitals. Furthermore, with these events traversing
0.07% of fractures resulting from falls per 1000 discharges, the AHRQ (2021) found that nearly
100% of all U.S. inpatient care centers experienced these concerns. Further bolstering the
mandate for this inquiry, the AHRQ (2021) found that more than 127,000 falls transpired within
inpatient treatment areas over an almost ten-year comprehensive search, noting 160 cases
resulted in a fatality while nearly another 700 events ended with a severe injury.
These events remain distressing and incredibly important to many organizations, as the
directive for fall levels ranks at a national standard of 0.1% (CMS, 2021). The selected DNP
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project site in 2019, according to K. Blackwell (personal communication, February 17, 2022),
had "290" admissions and "19" falls. In that same year, the unit registered in the Long-Term
Care Hospitals Quality Reporting Program, a level of 0.3% under the established measure, L
012.1: Application of Percent of Residents Experiencing One or More Falls with Major Injury
(Long Stay), three times the standard benchmark set (CMS, 2021). During the subsequent years
2020 and 2021, total admissions were "286" and "265," with the facility recording overall falls of
"27" and "8," respectively (K. Blackwell, personal communication, February 17, 2022). With
these criteria and evidence available, a considerable interest arose to appraise these troubling
safety issues, warranting investigation of this unit.
This DNP project design coincides similarly with the organization’s purpose and is wellmatched for implementing fall prevention interventions in this unit. The company pledges to act
as an innovative leader through veracity and transparency, devoting state-of-the-art resources to
the surrounding community using transformative care models to meet area healthcare needs
(NHS, 2019). Additionally, Barmentloo et al. (2021) add that a critical element in sustaining
patient wellbeing from harms, such as fall, originates from providing education to direct care
clinicians and remains essential in supporting the most robust care. This view aligns well with
the project target of expanding fall prevention knowledge among direct care clinicians.
SWOT Analysis
The SWOT (Appendix C) format evaluated the existing internal dynamics and any
extrinsic considerations impacting operations. In addition, the acronym SWOT (for strengths,
weaknesses, opportunities, and threats) provided a clear understanding of elements that could
obstruct or expedite this endeavor.
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Problem Statement
This DNP project aimed to abridge educational gaps in fall prevention among long-term
acute care hospital nurses by presenting an information-based training addendum over eight
weeks to improve patient safety. This DNP quality improvement strategy proposes to answer the
PICO(T) question, for long-term acute care hospital direct care clinicians (P), does presenting a
nosocomial injury prevention training addendum incorporating the Fall Tailoring Interventions
for Patient Safety (Fall-TIPS) Toolkit (I) over eight weeks (T), as compared to no education
training (C) affect clinician knowledge of patient safety evidence-based practice application (O)?
Aims and Objectives
This project aimed to generate substantial improvements in care and safety through an
evidence-based initiative by expanding the understanding of fall prevention practices of longterm acute care hospital direct care clinicians. This knowledge-based quality improvement intent
was to strategically gauge how staff knowledge of fall prevention techniques increased by
introducing this supplement. By developing and cultivating acumen and professional skills, the
project objectively compared the impact these methods offer on staff autonomy to the current
level. As a result, this DNP student-led quality improvement coaching attempted to generate the
following points by March 26, 2022:
1. Apply system adaptations in the DNP student-selected site to support safer care by
improving direct care clinician application of fall prevention measures by 15% over eight
weeks.
2. Demonstrate a participation rate of 85% in fall prevention practice educational training
among direct care clinicians by the eighth week.
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3. Monitor clinician insight over eight weeks to establish a 25% improvement in
competence and self-determination acumen.
4. Over eight weeks, appraise the direct care nurse level of acceptability of evidence-based
practices in this DNP selected site for a 25% improvement against current practice.
5. Appraise a 15% expansion of direct care clinician knowledge of fall prevention methods
over an eight-week addendum.
Review of Literature
A thorough literature review provided sufficient evidence to initiate and plan this DNP
project. In answering the phenomena of interest, the preliminary literature review initially began
by using Google Scholar, followed by Cumulative Index to Nursing and Allied Health Literature
(CINAHL Complete), Cochrane Database of Systematic Reviews (Cochrane Library),
EBSCOhost, and Nursing Full Text Plus (OVID). Articles were limited to those written and
published within the last five years, peer-reviewed, and written in English. Additionally, article
selection employed Joanne Brigg's analytical evidence worksheets (JoAnna Briggs Institute,
2017), resulting in numerous sources supporting an educational proposal to address fall
knowledge of direct care clinicians. Accessing the data archives was possible via the
Jacksonville State University Houston Cole Library LibGuides electronic databases with
additional support from the health and science collections librarian. Lastly, several basic terms
facilitated this DNP pursuit and were instrumental in procuring support; nurses, fall prevention,
education, knowledge, and fall risks.
Evidence-based practice instructional programs have demonstrated efficacy in reducing
falls and associated costs and resources, yet these events continue causing concern in the U.S. To
better illustrate this, Dykes and colleagues began exploring the phenomena of events of falls. By
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studying more than 10,000 people in a randomized control trial, the team assembled an evidencebased system, the Fall-TIPS package, successfully applying the program to reduce fall
prevalence by 25% (Dykes et al., 2018). Moreover, to guarantee the best results, authorities must
ensure that healthcare processes incorporate these routines to provide adequate fall prevention.
Nevertheless, these strategies can be unpredictable and abruptly counterbalanced if left
unsupervised. Many systems-related dynamics can potentially alter the design and development
when establishing evidence-based practice programs. Furthermore, when implementing these
initiatives, balancing constraints and limitations support the success of these programs. Lastly,
fall prevention exercises should be uniform, applicable across multiple settings, and address
conflicting interests, such as differing staff standards, perceptions, and viewpoints (Dykes et al.,
2017).
Standardization of evidence-based practices is a widespread, universal problem among
many healthcare entities here and abroad. In one inquiry, Dykes et al. (2017) constructed a pilot
study applying the Fall TIPS etiquette, an instrument utilizing a three-fold design created to
support clinicians in reducing the impact of falls. This research, organized at two medical
centers, examined 130 beds within various units, including neurological, medical, and oncologic
care areas. Dykes et al. (2017) found multiple contributions leading to the ineffective application
of the tool, including revealing passive participants, indifference, limited clinician
comprehension, discontentment about idling professional self-determination, biases, and displays
of skepticism. These attributes, as Dykes et al. (2017) illustrate, were often commonplace among
the different facilities and discerned readily among the distinct participating care areas. Despite
these issues, rates of falls reduced from 3.28 to 2.80 per 1000 patient days, and fall-associated
injuries waned from 1.00 to 0.54 per 1000 patient days (Dykes et al., 2017). In another
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investigation by Zhao et al. (2019), researchers exposed similar reluctance of clinicians to
implement evidence-based practices, suggesting that ensuring project durability requires
bolstering the coaching effort and generating engagement among the participators. Lastly, their
study implies that this tactic is a reasonable measure to secure progression and may require
revisiting and revising periodically throughout the practicum.
Another mounting issue with fall deterrence is the relative sparsity of well-designed
studies evaluating fall prevention methods. There remains a diffuse representation of evidencebased practice standards among professional settings. When managing the many fluctuating
aspects of healthcare practices, consistency is a critical approach to many well-constructed
agendas. Moreover, organizations should urge advancing professional expertise, adopting
uniformity of these practices, and establishing evidence-based forums within their establishment
(Albarqouni et al., 2019). As a result, developing consistent, evidence-based approaches to fall
prevention has become an area of focus among many within the medical community. To
examine this notion of standardization, Alabarqouni and colleagues comprehensively searched
more than 1600 articles, finding 83 articles addressing the most common interdisciplinary
strategies associated with empirical practices. Following the review, as Albarqouni et al. (2019)
explain, 234 healthcare authorities agreed unanimously to sanction a common jargon for use
within the professional arena. Moreover, the group demonstrated that integrating universally
accepted conventions throughout healthcare meets the interprofessional principles to offer safer
and more equitable care. Lastly, these tenets further suggest that facility leaders expand support
for developing quality improvement processes and practice masteries among healthcare staff
(Albarqouni et al., 2019).
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Yaqoob Mohammed Al Jabri et al. (2021) illustrates that healthcare organizations should
sponsor improving staff knowledge and immerse nurses through a multidisciplinary learning
strategy to maintain durability and success. In this study, Yaqoob Mohammed Al Jabri et al.
(2021) implies there are potential benefits for medical enterprises to sustain clinician skills,
affording a distinction against other global outlets. This reflection aligns well with the chosen
project site's mission statement of being a progressive leader within their community, which
proves helpful in the project.
With the rise in healthcare expenses and scarcity of resources, methods to control these
continue to mount. However, if fall prevention measures and practices remain askew, costs may
go unchecked, and consumption of assets may intensify immensely. The concern has come under
scrutiny and explored by professional bodies and boards. Regulatory institutions, such as the
Institute of Medicine (Marcomini et al., 2021), the CMS (Growdon et al., 2017), the Joint
Commission (Wang et al., 2019), and the Quality and Safety Education for Nurses Institute
(Marcomini et al., 2021), all agree with the need to implement evidence-based practices that
reduce mortality and healthcare costs and increase patient safety. Moreover, these agencies have
called for suitable benchmarks to prevent falls and injuries. In a multi-phase quasi-experimental
investigation, Montejano-Lozoya et al. (2020) studied 581 respondents across a diverse set of
care specialty areas (e.g., neurology, vascular surgery, and nephrology) to assess the effect of
didactic instruction on the incident of falls. Results determined a decreased risk of falls in
patients after didactic instruction of nurses. Further, the authors endorsed coaching of direct care
clinicians to enhance safety and proposed ongoing exploration of similar innovations
(Montejano-Lozoya et al., 2020).
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Theoretical Model
This DNP project builds on Betty Neuman's Theory of Systems (TOS) design concept.
Developing quality improvement projects requires a framework to ensure program viability and
structure (Butts & Rich, 2018). Neuman's TOS introduces a concept to nursing professionals of
applying comprehensive care approaches, delivering an appropriate theoretical framework for
practical application in directing patient care. Moreover, Ahmadi and Sadeghi (2017) contend its'
design is specific to nursing needs, furnishing a functional, detailed support system to evaluate
the result of meeting patient demands. Furthermore, this plants the TOS for use throughout many
areas of nursing, and variable service areas (Gonzalo, 2021), including this DNP project site.
Lastly, one of the most significant methodologies within the TOS is the pliancy it extends to
nurses.
Butts and Rich (2018) assert that these tenets are interactive components in constant flux
with information exchanges. The TOS aims at probing environments and estimating those
reactions. Using this concept offers nurses a range of rationales for care outcomes making the
tool invaluable in gauging the project's aim. Moreover, as a principal component of various
systems and operations, it provides flexibility when gathering empirical evidence and connecting
variables that affect the client, the nurse, and the environment. Ahmadi and Sadeghi (2017)
explain that such systems include nursing judgments, surveilling care requirements, and forming
client goals. Gonzalo (2021) further illustrates that this diversification allows the formulation and
basis of diagnoses that target the totality of the client. Lastly, the model supports actualizing
optimal health, allowing the rendering of health preservation by both the nurse and client
(Gonzalo, 2021).
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Gonzalo (2021) asserts that the TOS scrutinizes stress and how it can affect wellness.
Butts and Rich (2018) explain that the TOS centers on phases intertwining reflex to distress,
comprising an intricate, reciprocal process format. For example, the burdens simultaneously
influence the process when an impact involves the structure. During surges, the reaction to those
situations causes fragmentation in aggregates. Therefore, implementation of the TOS’s
principles, adaptability, and usefulness can be an underpinning to address the external influences
inducing stress (Butts & Rich, 2018).
Moreover, when caring for clients, it presents the direct care clinician with an analytical
structure, which according to Gonzalo (2021), offers a benefit in stabilizing adverse health states
throughout the various levels. Established upon mixed categories, the TOS creates a balancing
response, allowing nurses to confront illness and conserve health through this method,
supporting the project objective. Gonzalo (2021) establishes Neuman as responsible for
imparting a series of preventative instruments. These devices consisted of three levels: a).
primary, b) secondary, and c) tertiary, which focuses primarily on targeting the health needs of
the client in a holistic fashion. The model advocates actualizing an optimal health state as vital, a
principal public health doctrine. This actualization epitomizes many elements employed in
consideration in detailing this query.
Butts & Rich (2018) describe that the TOS delivers support during interactions among
various units and disciplines. The model directly permits connections within nursing
relationships, contributing an accessory to their professional aptitude. Neuman discerned nurses
as part of a critical process in this network, adept at estimating and reacting readily to any
changes, as Butts and Rich (2018) characterize, which permits responsiveness and a standard of
appraising a constellation of nursing issues and care dynamics. This strategy provides staff ease
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in dispersing information pertinent to a medley of care conditions. The changing mechanisms
between the patient, nurse, and the environment comprise nursing interpretations, setting mutual
objectives with patients, and detecting health circumstances and wellness levels.
The process also enlists the evidence-based Nursing Role Effectiveness Model (Refer to
Appendix D) as a creed during the DNP project. The initiative employed the model as an
advisory framework to clarify, design, and evaluate the phenomenon of interest. Still, founded on
the Donabedian strategy, the model delineates to suit the distinctive needs of nursing. These
provide a contingency for obstacles arising during care (Lukewich et al., 2019). Additionally, it
extensively evaluates many ideas, providing nursing utility. Lukewich et al. (2019) depict one of
these considerations as the overarching impact of care requirements.
Moreover, the idea underwrites describing various nursing implements, such as practice,
complexity, and care consequences, creating these affinities solely among nursing professionals.
These elements include distinctive aptitudes, personal knowledge, patient health quality, and
facility components, such as specific care location type or occupation details. Still, other features
include the effects exuded on sequelae of the patient, the exchanges among nursing staff, and the
organization's disposition as variables of reference.
This model has the potential to provide interpretation in weighing the efficacy of care.
For example, Seabra et al. (2017) clarified that it examines the significance of nursing influences
on patient care activities. Additionally, from this structure, it is possible to measure yields and
depict the use of healthcare resources, thereby providing the profession with a reasonable
dimension of accountability. Also, this procedure provides a criterion for clarifying fluxes in
inconsistent processes and such actions as care deviations, indirect or direct costs,
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implementation failure, or disruptions in care. Lastly, this model is also suitable for multiple care
locations.
Additionally, Seabra et al. (2017) portray the Nursing Role Effectiveness model as
illustrating the interactions among interdisciplinary professionals. These include connections
between nursing authorities, clients, and colleagues. This framework supplements continual
value to the care continuum by defining various relationships, delineating these roles, and
bolstering networking among the interdisciplinary team. As a last point of contention, Lukewich
et al. (2019) declare, it allows staff to explore complex and unique perspectives attributed to
nursing while also outlining the intricate mechanisms that concisely impact care.
Methodology
Setting
After obtaining approval from the Jacksonville State University Institutional Review
Board, this project and data collection occurred at a 38-bed, non-profit long-term acute care
hospital unit in a rural, regional acute care setting in the southeastern U.S. This site comprises
five additional provincial long-term acute care hospitals, numerous skilled rehabilitation centers,
and nine retirement living localities (NHS, 2019), reporting annual revenue of approximately
$147 million (Dun & Bradstreet, 2022).
According to NHS (2019), the institute focuses on adult medical care, providing
comprehensive services, such as long-term antibiotic therapy, speech, physical, and respiratory
services, skilled nursing interventions, and chronic disease management (e.g., cardiovascular
disease, renal disease, wound care, and pulmonary needs). In addition, healthcare services
comprise bedside dialysis and diagnostic radiologic utilities, e.g., C.T., MRI, and ultrasound
(NHS, 2019). The location services a large area of surrounding counties, including the primary
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seat of Calhoun County. Residents compose more than 116,000 people, of which 18.1% are 65
and older and are racially disproportionate in this local area, with approximately 75% Caucasian,
nearly 21% African American, and roughly 4% Latinx and of which 18.1% are 65 and older
(U.S. Census Bureau [USCB], 2021). Lastly, challenges with the COVID-19 pandemic have
necessitated consolidating services and staff. According to K. Blackwell (personal
communication, December 13, 2021), the daily patient volume has been "limited" to ensure
meeting operations and unit demands, "keeping the census to 16 patients per day."
Population
The population of interest providing the comprehensive data were direct care clinicians in
a small 38-bed long-term acute care hospital unit. A formatted table of the demographic
information is listed on Table 2: Nurse Demographics.
Inclusion/Exclusion Criteria for Nurses
Inclusion criteria:
1) All direct care clinician who are nurses.
2) Possessed at least one year of experience in acute care.
3) Met a minimum length of employment of six months on the unit.
4) Nurses holding the qualification credentials as a registered nurse (RN) or licensed
practical nurse (LPN).
5) Evaluations accepted from either of two available shifts:
a) AM shift= 0700-1900
b) PM shift=1900-0700
6) Any variation of the following employment statuses:
a) Full-time (F.T.)
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b) Part-time (P.T.)
c) Pro re nata (PRN).
Exclusion criteria:
1) All non-nursing staff members, including dietary aides, housekeeping, patient care techs,
unit clerks, or phlebotomists.
2) Per recommendations from the Jacksonville State University Institutional Review Board,
barring facility upper management members occurred to reduce the potential for biased
results.
Recruitment
An invitational flyer with a proposal synopsis was bound to the wallboard in the nursing
areas of the unit (Refer to Appendix E). Any interested parties obtained the DNP team lead
contact email information at the bottom of the form. After collecting a list of respondent emails,
individuals willing to contribute received an instructional message for viewing video content on
AHRQs' website about fall prevention strategies through a hyperlink.
Consent
Before executing the quality improvement, DNP project on-site, the team lead applied to
the Jacksonville State University Institutional Review Board for ethical consideration and
sanction. After authorization, the team lead obtained an approval letter from the Jacksonville
State University Institutional Review Board (Appendix F) to initiate this DNP project. Next, the
DNP student gained guaranteed support from the selected site key stakeholders, including the
facility administrator, the director of clinical services, and the assistant director of nurses. After
gaining verification from the DNP-selected site supporting the project, this scholar received an
agency approval letter backing the project. During the project, this team lead provided
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participants with a copy of an extended informed consent form [Appendix G] (Missouri State
University, 2021) and addressed any questions regarding the nature of the study, risks, benefits,
and privacy. Additionally, the team lead gave prompt attention to any content, information, or
concerns posed during the project. Another adult (simple) consent (Appendix H), an adapted
version from the Jacksonville State University Institutional Review Board webpage, facilitated
the ease of storing data and retaining security and control of such material. Contribution in this
study was entirely elective and stated within the informed consent.
Design
Before initiating the developmental phase of the project, to understand ethical
considerations in performing human subjects research, this scholar fulfilled special training. This
scholar obtained a certification in this research type by completing this unique instruction
curriculum, the CITI program (Appendix I). After obtaining final approval from the Jacksonville
State University Institutional Review Board, the project commenced. This DNP proposal applied
a quantitative approach to a quality improvement project to augment patient safety regarding
untoward events. The application of the evaluation involved a descriptive, quasi-experimental,
pre-, and post-analysis strategy. In addition, this team lead used purposive convenience selection
to sample a small, blended population of direct care clinicians among a 38-bed long-term acute
care hospital unit. Purposive, convenience sampling allowed a better understanding of the
phenomena of interest in question (Crossman, 2020).
Additionally, Andrade (2021) asserts that this collection method is directly applicable to
this knowledge inquiry, given that the events remain uniform and comparable to similar
populations, ensuring valid results. Moreover, choosing the Nursing Role Effectiveness model
provided a source of clarification and support. Historically, the framework has demonstrated
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efficacy in guiding and evaluating nursing quality improvements, such as estimating the effect of
nurse interventions applied during care (Lukewich et al., 2019).
Before program execution, using an online polling service, the team lead applied the
2019 Nursing Evidence-Based Practice survey (Appendix J) to evaluate clinician readiness for
evidence-based practices, which Crawford et al. (2020) contend calculates clinician
acceptability. Quality improvement projects may not be viable enterprises without confirming
acceptability before implementation. Next, using a virtual appraisal service, this leader devised
multiple opportunities to estimate fall prevention knowledge among direct care clinicians.
Moreover, as AHRQ (2021) illustrates, the Fall Prevention Knowledge Test (Appendix K)
applied before, and after teaching sessions indicates the current knowledge and any subsequent
improvement among staff. After executing the interventional prevention program, the Fall
Prevention Knowledge Test provided before the teaching session appraised the clinicians' current
understanding of evidence-based practices. After the initial surveys, each participant received an
email requesting engagement in a 45-minute online video presentation regarding prevention
strategies through the AHRQ website. Once the instructional phase of the intervention was
complete, repeating the Fall Prevention Knowledge Test administration permitted evaluation of
any improvement in knowledge obtained from the learning sessions. Lastly, documenting results
in Excel worksheets created data silos to maintain accurate information.
Risks and Benefits
There was no direct cost to an individual participating during this DNP project. Portions
of the proposal chosen, such as a particular line of questioning or a specific procedure,
participants could skip or omit for any reason. Additionally, participants could refuse further
contribution at any time and guaranteed discontinuation of involvement without penalty.
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Furthermore, the contributors have guaranteed protection of anonymity concerning involvement
during the research.
Compensation
There was no compensation or reward for contribution during this study. Furthermore,
there were no promises made or offered reimbursement before, during, or after the culmination
of the study. Still, as a way to show gratitude, after the termination of the investigation, the
facility and staff who participated received refreshments served on sight.
Timeline
Planning is an essential method in keeping projects on a set course. This proposal's
project timeline (Appendix L) began in February of 2021, with the pre-implementation phase.
The initial proposal debuted to the PERC committee in November 2021 but was deemed
unattainable given the allotted timeframe. Another drafted proposal debuted to the PERC
committee in December 2021, which gained approval. Next, this team lead sent an application
outlining the proposal's elements to the JSU IRB for permission to begin the project, which
granted authorization in December 2021. On February 2, 2022, the pre-implementation phase
started with introducing the 2019 Nursing Evidence-Based Practice survey. This phase lasted
two weeks, ending on February 16, 2022. The implementation stage began on February 17, 2022,
with the initiation of the Fall Prevention Knowledge pre-test survey. The didactic portion started
on March 4, 2022, with the participants reviewing the video from FallTIPS.org. Next, the second
portion of the implementation phase began on March 19, 2022, with the Fall Prevention
Knowledge post-test survey. Then, data collection commenced on March 27, 2022, after the
culmination of the implementation phase on March 26, 2022. On April 14, 2022, the team lead
disseminated the findings to the facility leaders.
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Budget and Resources
This DNP team lead considered the project's financial constraints before beginning any
phase. The associated costs were negligible and covered primarily by this DNP student.
Attribution of the project budget and resource utilization costs were tallied into a table
(Appendix M) to ensure proper transparency.
Evaluation Strategy
Statistical Considerations
This DNP project used descriptive-analytical methods to derive any implications from the
pre-and post-test surveys feedback and summarize data. In addition, further testing and
evaluation of the results using two nonparametric evaluations compensated for the limited
sample size. These included the administered Wilcoxon-Signed Rank and the Kruskal-Wallis
methods to evaluate any additional meaningful feedback from the test questionnaires (F. Turley,
personal communication, April 1, 2022). Lastly, all calculation scrutiny employed an analytic
computer program known as Minitab® 19.
In the selected site, there were other considerations to characterizing whether there was a
substantial effect of fall prevention knowledge from the findings:
•

The evaluation compared and described the selection of direct care clinicians by
analyzing descriptive figures.

•

Before initiating the implementation phase, ten selected participants received the 2019
EBP survey to establish viability.

•

All ten completed and returned these surveys.
o The accompanying data analysis from comparing all ten surveys counted toward
the final results.
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•

After the implementation phase, statistical methods evaluated the completed surveys
among direct contributors.
o Three participants did not complete the Fall Prevention Knowledge Post-Test
surveys. When analyzing this data set, these responses were uncounted for any
results and considered a nonresponse bias. According to Kinney & Cooney
(2019), the implications of such biases suggest that the data may not be
universally applicable to other similar populations.

•

The limited sample size was of concern, and additional testing utilized nonparametric
assays.

•

The assistance of a statistician was employed to determine the appropriate testing
methodology and perform the proper calculations.
Measurement Instruments

2019 Nursing Evidence-Based Practice survey
Inspecting the data after implementation and measuring success is an invaluable part of
these projects. The first scale applied was the 2019 Nursing Evidence-Based Practice survey.
Crawford et al. (2020) describe this tool as composed of 15 questions based on a Likert scale
from one to five, where one denotes strongly disagree, and five signifies strongly agree. The
questionnaire contains five various domains and evaluates contrasting components of evidencebased practices: 1) Practice Climate, 2) Implementation, 3) Data Collection, 4) Access to
Evidence, and 5) Evidence Appraisal. Each category is rated by sorting and compiling specific
questions from the survey, summing these composites jointly, finding a sum for each question
category, and then comparing each one.
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According to Crawford et al. (2020), as the response increase in intensity, so does the
prospect of acceptability of clinicians to engage in evidence-based practices, offering a reputable
assay. Additionally, Crawford et al. (2020) this survey has a demonstrated worth as a guide in
developing quality improvement initiatives. These questions evaluated the ten direct care
clinicians' readiness and willingness to invest in evidence-based practices. From each of these
subcategories, the team lead could then parallel similarities and differences in the likeliness of
clinicians to engage in evidence-based practices. Before beginning the project, all ten surveys
yielded comparative results ensure implementation phase could begin.
Fall Prevention Knowledge Test
The Fall Prevention Knowledge Test survey measured comprehension of fall prevention
in an 11-item questionnaire. This assay entails 11 questions based on two responses, either true
or false, and the total possible answers suitable for selection carry a value up to 11 on a numeric
scale. This assessment ensued before and after the interventional program to measure pre- and
post-knowledge of fall prevention. AHRQ (2021) illustrates that using the Fall Prevention
Knowledge Test before and after the teaching sessions suggests current knowledge and any
ensuing improvement in understanding. Moreover, Dykes et al. (2018) evaluated this assay and
found it to measure fall knowledge among nurses consistently. Lastly, in their study, Dykes, and
colleagues also found meaning in the questions through psychometric analysis that offers validity
in using this exam (Dykes et al., 2018).
Data Maintenance and Security
This DNP project focused on securing documentation by using distinctive methods of
storing data. This DNP team lead applied specific security actions to ensure data safekeeping and
governance by appreciating the following:
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•

Data storage:
o

Reservation of data at the facility ensured privacy. Additionally, the data
remained stationary at the facility and not transported to other locations or
released to unauthorized agents.

o

Encryption of data onto an external hard drive operated to accommodate the data
supplying an added measure.

o

Protecting the external hard drive by a locking mechanism in the facility
administrator's office guaranteed securement.

•

Data governance:
o

Designated unique ciphers, special coding protected survey data and privacy.

o

Elimination of all recorded data happened per Jacksonville State University and
DNP site facility protocol at the end of the project.

•

Data recording:
o

Data collection occurred daily, then logged onto an Excel program to guarantee
data collection was seamless, efficient, and stored securely in one location.

o

Cleansing data transpired day-to-day to ensure the quality of the results.

o

Using a data dictionary ensured the viability of information details during the data
manipulation.

•

Using various visual displays to display data results:
o

Boxplot and linear displays were the preferred visual method of depicting results.

There were potential risks involved in this study, which were minimal, but included the
forfeiture of privacy through the unintentional disclosure of personal data, such as name, place of
employment, and breach of confidentiality through intercepted virtual communications. Still,
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other imminent threats included physical harm to the team lead and contributors, e.g., stress or
fatigue and loss of personal time. In further obscuring personal data and minimizing these risks,
all accumulated study information incurred the application of a cipher, particular encodings, and
dispatched in a protected and confidential manner. Moreover, these applied encryptions captured
data to appreciate implied privacy laws and further obscure any individual participating in this
discovery from future discernment. Furthermore, additional measures encoded email
correspondences among the team lead, stakeholders, and participants to ensure data security. In
addition, at the end of the study, up to dissemination and transferring of the project to the
Jacksonville State University electronic repository, the destruction of the collected data followed
the policies of both Jacksonville State University and the chosen DNP facility site. Finally, for
any individual or agency concerned about data governance requesting such materials,
disseminating an independent data safety and management plan was another measure to
guarantee data stewardship.
Results of Survey Responses
During the project, ten direct care clinicians collaborated in an investigation to determine
if an interventional, information-based coaching quality improvement would impact the
knowledge level of fall prevention in this post-acute care setting. After the application phase,
seven nurses counted toward evaluating these effects. Unfortunately, three participants did not
return the post-didactic surveys, barring any conclusions.
The 2019 Nursing Evidence-Based survey responses yielded the most remarkable data,
which evaluated the nurse's acceptability of engaging in evidence-based practice. There was a
clear distinction between the two categories. Moreover, the "practice climate" subscale totaled
the largest significant ratio of means from the survey. At the same time, the "data collection"
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element revealed the smallest median total (Table 1: Evidence-Based Practice Factor Synopsis
Index).
Larger averages among the factors suggest more unity in support of specific elements.
For example, the figures in the "practice climate" theme displayed a high degree of curiosity
about evidence-based practices (F. Turley, personal communication, April 1, 2022). From the
data, outwardly, there were demands for more outlets to engage in these practices. Additionally,
the nurses stipulated expanding the availability of similar education within the department and
more evidence-based materials within the facility. Conversely, the "data collection" element
suggests that very few clinicians feel confident in their capacity to contribute to these types of
initiatives. The responses show this category selected the least times but also found to have the
most considerable variance in the answers selected. 'Evidence-Based Response' box graph is a
visual display of this data (Appendix N). Still, this proof indicates an extensive variability in the
contributors' reactions. Lastly, this data makes it difficult to determine whether vested interests in
evidence collection spread evenly among clinicians universally.
For further analysis, the execution of a Kruskal-Wallis assay considered the limitations in
the sample responses, which could cause standard errors. To further reveal any distinct
alterations in the responses, with alpha (α) quantified at 0.05, computations extrapolated
comparable variations within the five factors averages (H = 10.22, p = 0.037) (F. Turley,
personal communication, April 1, 2022). In addition, when measuring the "data collection"
factors, the participants expressed a complete openness to participate in evidence collection.
Contrasting sharply, the "practice climate" group revealed an ambiguity about obtaining support
to practice these methods. Moreover, from the other factors, the respondents demonstrated a
uniform degree of candidness among subscale themes 3) Evidence Appraisal, 4) Implementation,

38
and 5) Access to Evidence. Based on the information, the premise indicates a general agreement
among those evaluated, proposing readiness to engage in evidence-based practices.
The Fall Prevention Knowledge Test provided discouraging results before and after the
implementation stage. The assay demonstrates mean points accumulated on the preimplementation survey was 6.71, with a norm variation of 17.7. The typical score of the postexecution period survey was 6.87, with variability of 18.2 (F. Turley, personal communication,
April 1, 2022). Moreover, the average post-test scores revealed an insignificant deviation from
the pre-test survey. A display represents these results on the Fall Prevention Knowledge Test
"Average FPKT score" graph (Appendix O). In reviewing any further variances between the preand post-survey sums, analysis with the Wilcoxon-Signed Rank model adapted for the limited
data range and corrected variances. With α fixed at 0.05, an alteration in the mean of the quiz
scores (W= 10.00, p = 0.554) were still unsubstantiated (F. Turley, personal communication,
April 1, 2022). From this assay, the interpretation is that the quality improvement was
unsuccessful in affecting the fall prevention knowledge level among the examined direct care
clinicians.
Discussion
This study targeted expanding care provision to amplify safety, introducing an evidencebased initiative by advancing the knowledge level of fall deterrence methods among direct care
clinicians. Moreover, this proposal explicitly examined whether staff acumen of fall prevention
knowledge intensified through an informative session and pre-and post-assays. Several
objectives helped determine whether the presentation affected the personnel's relative capacities
during the eight-week addendum.
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The first intent was to alter how the site coaches the clinicians to foster augmentation of
care provisions. The aspiration was to improve their application of fall prevention measures by
15%. Conversely, this target yielded limited alterations in the department uptake of this practice.
Additionally, this study endeavored to demonstrate an engagement of 85% in the educational
training sessions. Unfortunately, this aspiration was unattained during the project course. Several
factors caused the loss of participants either through changes in employment status, staff refusal
to engage, or incompletion of the assigned surveys.
Moreover, there was an elevation in aptitude and perceptions of independence in practice
among clinicians. For example, six (60%) participants responded exceedingly well to all five
categories in the 2019 Evidence-Based Practice Survey, suggesting these respondents were ready
to engage in knowledge-based preparations, as seen in the corresponding graph (Appendix P).
Furthermore, there was a substantial improvement in the tolerability level in those examined.
Seven (70%) direct care clinicians were inquisitive about initiating evidence-based practices.
Lastly, according to analytical testing, the outcome of expanding knowledge levels of fall
prevention skills was unachieved during this project.
Clinical Application
Throughout clinical practice, an individual should be conscious of theories established
within nursing and preserve these notions readily for practical use. The DNP fundamentals
became evident while planning, designing, and executing this project. For example, although the
initiative did not yield an increase in fall deterrence comprehension, the proposal endorsed the
need for additional didactic sessions such as this application within clinical backgrounds.
Additionally, direct care clinicians' desire for learning acquisition within this department became
evident. Therefore, at a future date, this team lead intends to incorporate knowledge-based
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evidence into the clinical routine and provide the necessary framework to those clinicians
thriving there.
Moreover, the project aspired to increase proficiency in evidence-based practices among
the nurses in this setting. This aspiration included increasing professional skills in searching for
credible evidence, emphasizing proper methods of disseminating this data, and engaging staff in
available techniques. In addition, this fundament drives the need for further development of the
direct care clinician's range of data and visual platforms such as Excel and PowerPoint,
automated formats from Google and Outlook for future electronic-based applications. Lastly,
improving the habits of these practitioners by transforming their clinical acumen to distribute
gained knowledge efficiently was another ambition of this DNP project. Lastly, this aim requires
future exploration to procure further related data.
Healthcare Policy
This scholar feels professionally qualified to meet the demands of the evolution of
healthcare policy on the approaching horizon through the DNP preparedness doctrines. Several
DNP fundamentals were instrumental in developing this project. The DNP proposal aimed to
promote elevating the experiences of patients, providers, and organizational operations by
redesigning an existing fall prevention process with a new doctrine of deterrence methods. In
formulating this newly renovated policy, the approach challenged the unit and the antiquated
methods regarding those already in place by executing the Fall TIPS protocol to lessen fall rates.
By devising a method to gauge knowledge levels and an addendum of didactic learning, this
scholar targeted recasting standard fall prevention by solely utilizing the MORSE fall scale.
According to Dykes and Hurley (2021), almost 100% of falls are avertible using this program
regularly. Although the staff within the department only partially endorsed the initiative, forming
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collaborative alliances with the division leaders earned the support of the prospect, which can
help solidify forthcoming program implementation.
In the future, the hope is to continue cultivating the practice readily and have the program
adopted entirely within the unit. This project commenced within the unit to provide a more
patient-centered approach and invited direct care clinicians to become advocates in rendering
their care strategies. As a result, patients, families, and staff perceived favorable results in care
provisions during the project. Moreover, to continue expanding this addendum, the scholar
intends for the initiative to gain momentum and acceptance within other sister facilities
throughout the state. This scholar would like to establish this endeavor across many other
healthcare areas and facilities within Alabama.
Excellence/Safety
In the last few decades, pressures have mounted to strengthen safety and expand quality
among practitioners and providers of healthcare. Experiencing the principles of the DNP
program has led to novel understandings of improving communication. This understanding
positions this team leads for sharing future information regarding the needs of direct care nurses
and the demands of patient populations. In addition, this project has helped them to examine
their own beliefs about public safety. Additionally, the program has left an indelible
introspective about how to institute new models. The models are needed to improve both care
delivery and minimize costs of expenditures. For example, the project can help diminish the
encumbrance on other areas of healthcare, such as rehabilitative facilities, which subsequently
shoulder the burden of such events as status post falls. This shift in formulating patient safety
addendums can also add richness to the lives of patients and families. These addendums can
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lessen their dependence and vulnerability on the healthcare system due to the psychological and
physical impairments stemming from fall events.
In this project, the cost of implementation was extremely small, incorporating only a
fraction of assets in the application of time to analyze the evidence (see Appendix M). Physical
resources and materials, for example, remained a modest part of applicable supplies, constituting
approximately 20 hard copies of the pre-, and post-survey Fall Prevention Knowledge Test, the
2019 Nursing Evidence-Based Practice survey, and one print of the recruitment flyer. Other
expenses were negligible and included the time required of participants to answer the pre-and
post-test Fall Prevention Knowledge Test survey, respond to three emails, view a video, and
return the 2019 Nursing Evidence-Based Practice survey.
The prospective investment associated with initiating the program far outweighs the
preliminary expenditures for commencing the agenda. These savings are tremendous compared
to the modest or nil startup costs. The provision of materials needed, including guidance, videos,
and laminated room posters, is readily accessible on the Fall TIPS organization website at no
cost. The execution of the didactic sessions is also feasible at a null expense. Compared to the
disproportionate expenses associated with untoward events affecting patients, families, and
clinicians within healthcare settings such as this DNP site, the initial access funds are far more
beneficial. Lastly, the team lead bore sole responsibility for materials for any financial obstacles,
including the luncheons provided after project culmination, proposed at $50 per session for four
sessions equaling $200.
The program, while saving money, also spares anguish and unwarranted worry among
families and patients alike, but, more importantly, it preserves life. Additionally, this initiative
fostered the six targets proposed initially by the Institute of Medicine, aligning improvements of

43
healthcare implementation within the DNP chosen unit in all these areas. Specifically, the
program targeted the ethos of the patient and sought to substantially improve direct care
clinicians' competence. Moreover, the design format aspired to deliver justice among a diverse
body of aggregates in furnishing resources. If recast, it could meet the demands of a diverse body
of unit types. Still, application of this initiative could diminish the amount of post-acute
rehabilitation by reducing the experiences associated with untoward events. Lastly, rooted in
knowledge-based evidence, the program supports the clinician and the care implementation,
making medical care more valuable and all-encompassing.
Education
One of the key elements in forming a DNP project is the effect on staff and other
stakeholders' education. Another component is the precise picture this enterprise provides of the
demand for learning provisions. This scholar employed the skills acquired during the DNP
program to facilitate evolving staff proficiency to traverse evidence-based fall prevention
methods during the project. Throughout this course, specific tools supported the framework in
determining staff acquisition and readiness for evidence-based practice. Using the 2019 Nursing
Evidence-Based Practice survey, various themes arose among the nurses within this DNP site.
One of these interpretations revealed that the nurses implored acquiring more research-based
knowledge. Many participants indicated the desire to call on a steward of health information to
help disseminate research information. Furthermore, another domain emerged, bidding on
developing a publication association within the unit to make material dispersal more effortless.
Lastly, multiple tenets of the DNP basics erupted, aiding the project application and execution.
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Limitations
There were some significant limitations ascribed to this endeavor that garner disclosure.
Specifically, the sample size employed to assess this undertaking was one of these most
extensive restrictions, which constrained the generalizability to other more comprehensive
assortments of nurses. Again, the extent of the sample served as one of the most considerable
restraints, which deteriorated notably during the ensuing study. Initially, the reported sample
included 22 nurses, but multiple individuals were irretrievable in one form or another during the
project's run. For example, three full-time nurses modified their employment stations to PRN but
never returned to work additional shifts. Moreover, three staff members with PRN statuses have
not returned to the facility. Still, other impediments occurred with staffing, where four full-time
employed staff resigned at the project's inception. Other obstacles with the survey included
declination by two individuals to participate, while one other nurse never returned the post-Fall
Prevention Knowledge Test survey.
Another reservation restricting the quality improvement was the type of unit in which the
project transpired. The Fall TIPS program has readily proven amenable to various locations and
subspecialty care units. Still, this quality improvement would require more flexibility and
redrafting in proximate locations to ensure practicality among these unit settings. Additionally,
other difficulties arose with the use of the electronic survey format. Many personnel working
within this DNP site were inexperienced with computer-based technologies. As a result, the team
lead had to update the design to include hard copies of the surveys. Moreover, several
individuals, approximately three of seven participants, could not view the Fall TIPS video via the
encrypted email. Lastly, another leading contextual factor that impeded this quality improvement
was the opposition to this design, where two staff members elected to disengage from the study.
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Another consideration is the instruction method used to implement the didactic sessions.
According to Takase and Yoshida (2021), self-governed instruction may not fit all students'
learning styles, and developing education based on the student's style is essential. Furthermore,
varying learning styles are indicators of the investment students place in their educational
acumen (Takase & Yoshida (2021). In future proposals, this team lead will investigate the
audiences' preferred method and style of learning before instituting an educational module.
Dissemination
After concluding this project, sharing the evidence transpired by illustrating these in the
three P's format, publication, public exhibition, and poster display. Additionally, the distribution
of these findings on July 15, 2022, during the Jacksonville State University Annual Mandatory
Virtual Dissemination Day made this public. Moreover, transference of this discovery proposal
to the Jacksonville State University Houston Cole Library Digital Commons archives for future
diffusion ensured display of the project effects. Furthermore, to seal the knowledge gap within
this long-term acute care hospital, the DNP student held a post-implementation conference with
organization leaders to summarize the investigation. Lastly, to further enhance potential
proliferation, this scholar intends to submit the findings to a peer-reviewed journal for
publication.
Sustainability
In promoting continued sustainability, this scholar anticipates that the DNP project
selected site will retain the project through several approaches. One way to assure viability is by
submitting the findings to facility leaders, highlighting the perceptions of direct care clinicians
and their acceptability and readiness for such changes. By continually engaging facility leaders
in these discussions, this student can permeate the project findings within the unit and other
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parallel facilities within the organization. Additionally, under a solid appeal to organizational
leaders and direct care clinicians, this DNP student intends to adapt and devise more open
forums for sharing information by designating a support committee to increase proficiency in
these methods of circulating evidence (White et al., 2021). Moreover, to bolster this
implementation, resolution of those barriers identified throughout the proposal must be addressed
for a more adaptable operation. Lastly, to further promote evidence-based practice adaptation,
this DNP student will review other translation frameworks for application, as White et al. (2021)
explain, may subsidize expanding perspective transformations of knowledge.
Plans for Future Scholarship
Preparing for opportunities to extend scholarships is one of the fundamentals discovered
while piloting this DNP project. While exploring the knowledge level of direct care clinicians in
fall prevention awareness, distinct proof arose for the need to perform more extensive discovery
into the subject. Still, this evidence complements the overall body of existing understanding to
instigate policy changes to deepen patient safety practices. Therefore, further probing into this
massive array of materials is essential. Moreover, this examination requires the DNP scholar to
investigate the uncovered themes associated with evidence-based practice readiness.
Additionally, in upcoming applications, appraising the computer technology acumen of these
providers would be prudent in future endeavors. Finally, once completed, incorporating
invaluable information from the evaluation would help execute an electronically based education
platform in this long-term acute care hospital and expand potentially throughout the enterprise.
In future learning developments, this DNP scholar plans to incorporate an expanded
timetable into the execution phase. During this project, the allotted timeframe to accomplish the
project was a disadvantage. In addition, adopting an extended timeframe would provide this team
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lead with ample time to revise materials if needed and to determine any potential obstacles in the
program. Lastly, for subsequent studies, this student has intentions to increase the sample size to
generate a more significant finding.
Conclusion
The dilemma of improving patient safety is sure to be progressive as the general
population ages. While a plethora of evidence continually steers significant healthcare organizers
to focus on resolving the terrible and enduring problem of falls, increasing education has the
propensity to add to professional acumens of direct care providers. In reflecting on the process,
though the original concept of expanding the clinician's understanding of fall prevention methods
went unobserved, the project lends invaluable volumes of information about the beliefs of direct
care clinicians regarding evidence-based practices. Furthermore, the study indicated that these
direct care clinicians were interested in acquiring more knowledge and experience with
evidence-based practices. These many valuable lessons can apply to potential studies in other
areas in future proposals.
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Tables
Table 1: Evidence-Based Practice Factor Synopsis Index
Factor

Mean (S.D.)

Practice Climate

4.12 (0.3)

Data Collection

3.08 (1.1)

Evidence Appraisal

3.70 (0.6)

Implementation

3.65 (0.7)

Access to Evidence

3.45 (1.0)

Note: This index illustrates a synopsis for each of the factor groups, including the average
score and standard deviation.
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Table 2: Nurse Demographic Table

Note: This table is a breakdown of the nurse demographic information.
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Appendices
Appendix A: NCPIC National Unintentional Injuries Table

Note: This chart displays data from 2018 to 2020 of leading causes of death among people ages
65 to 85 living in the south. Total number of deaths from falls is the largest category comparatively.
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Appendix B: MORSE Fall Risk Assessment Tool
Morse Fall Risk Assessment
Risk Factor
History of Falls

Scale
Yes

25

No

0

Secondary Diagnosis Yes
Ambulatory Aid

IV / Heparin Lock
Gait / Transferring

Mental Status

Score

15

No

0

Furniture

30

Crutches / Cane / Walker

15

None / Bed Rest / Wheelchair / Nurse

0

Yes

20

No

0

Impaired

20

Weak

10

Normal / Bed Rest / Immobile

0

Forgets Limitations

15

Oriented to Own Ability

0

Morse Fall Score*
High Risk

45 and higher

Moderate Risk 25 - 44
Low Risk

0 - 24
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Appendix C: SWOT Analysis
Internal

Strengths
-Administration support
-Possessing a staff more
knowledgeable about
patients
-Potential to reduce falls
-Staff enthusiasm and
inquisitiveness Continuous monitoring
of patients

Weaknesses
-Reluctance of buy-in
from some nurses
-Altered staff
perception about fall
prevention and the
purpose of this
initiative
-Ambiguity in
supporting a team
setting.
-Direct care clinicians
time limits in
evidence-based
practices

External
Opportunities
Threats
-Providing added
-Stagnancy of
education to staff
patient safety
-Program
-No effect on
improvement
adjustment in
-Adaptation of the
reimbursements
initiative in daily
-Reluctance of some
unit activities
staff to contribute
-Fostering patient
-Adverse patient
safety
experiences
-Boosting
compensation
-Promoting nurse
sovereignty
-Strengthening
patient safety
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Appendix D: Nurse Role Effectiveness Model

Structure
Nurse

Process
Nurse Actions

Background

Independent Roles

Knowledge/
education

Decision making

Competence

Implemental actions

Organizational

Discharge aftercare

Nurse productivity

Patient

Interdependent Roles

Assigned work
Tasks pattern

Health condition/ Illness
severity/ Morbidity
Funtional level

Demographics
Age/ Gender/ Education

Nurses sensitive

Assessment

Dependent Roles
Fullfilling medical
orders
MD initiated
treatments

Skill sets/ roles

Outcomes

Medical stability
Sypmtomology
management

Health state
Self-care
Functional

Care coordination

Knowledge of
disease &
therapy

Case logistics

Satisfaction

Continuity/ monitoring
& reporting

Improving costs

Communicating

Increasing safety

Lukewich et al. (2019)
Note: The schematic here shows a representation of the various elements constituting the
Nursing Role Effectiveness Model.
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Appendix E: Recruitment Flyer
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Appendix F: JSU Institutional Review Board Approval Letter

64
Appendix G: Detailed Informed Consent Acknowledgement
Evaluating the Extent of Fall Prevention Knowledge of Direct Care Clinicians in a Post-Acute
Hospital Setting: A Quality Improvement Initiative
Lead Researcher
Joseph H Mitchell, MSN, RN
College of Health Professions and Wellness
256-499-6866 | jsu0052n@stu.jsu.edu
Faculty Sponsor
Dr. Lori McGrath, Assistant Professor of Nursing/ Faculty sponsor
College of Professions and Wellness- Doctor of Nursing Practice Program
256-338-8102 | lmcgrath@jsu.edu
• You are being asked to participate in a Doctor of Nursing Practice (DNP) endeavor to explore
and scrutinize existing knowledge to determine whether expanding awareness of fall prevention
will increase patient safety. Moreover, observations of continual emersions of a problematic
global theme of fall injuries operational schemes, impacting this world bearing down on these
nurses. After completing a demand appraisal of this post-acute care extended stay hospital and
the direct care clinicians, this scholar noted a most exceptional trepidation in this local level of
increased fall incidences. Modern healthcare is needlessly challenging these contributors by
wasting innate knowledge, effectively casting an inability to elicit advancements in healthcare
quality while diminishing patient outcomes.
• Eligibility to participate requirements are registered nurses or licensed professional nurses.
Additional requirements will consist of being a direct care provider on the long-term acute care
hospitals unit, regardless of the level of education, male or female, meeting a minimum of one
year experience in acute care, and a minimum length of employment of at least six months
within the unit.
• The investigation events entail applying a predefined, widely accepted Fall Tailoring
Interventions for Patient Safety survey, employing it during determinations of direct care
provider knowledge on a long-term acute care hospital unit. In addition, there will be an
evidence-based teaching module on the importance of structuring effective, quality care using
this proven program. This exploratory scholarship will last eight weeks, tentatively from
February 1, 2022, to March 26, 2022.
• There are no direct advantages in being involved during this endeavor.
However, this examination may reveal new methods of preventing falls and may prove valuable
insight and knowledge throughout other areas of nursing.
• There is no compensation for involvement in this research analysis.
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• To prevent loss of privacy through the exposure of personal data, all accumulated study data is
deposited in a protected and confidential manner. In addition, all accumulated information
provided a cipher to conceal private data further and minimize these risks. The encryption is used
for identification and applied to any individual participating in this discovery and any captured
data to assure concealment. Further measures include encrypting email correspondences among
the team lead, stakeholders, and participants to ensure data protection. Moreover, the external
hard drive housing this information is secured behind a locked location for the project duration.
The chief nursing officer is the only individual with a key to this area. In addition, for any
individual or agency concerned about data governance who request such materials, disseminating
a separate data safety and management plan is another measure to guarantee data stewardship.
Finally, at the end of the study, up to dissemination and uploading the project to the Jacksonville
State University Houston Cole Library Digital Commons archive repository, destruction of the
collected data occurs by the team lead per the facility's policy and Jacksonville State University.
• The investigative panel, authorized personnel, the study sponsor, and regulatory entities such as
Jacksonville State University may retrieve research documents to safeguard your privacy and in
due process by shielding sensitive materials. However, except where required in legal formalities
gained during this endeavor directly discerning your person, the information will not be
unwillingly published, reported, or publicized by any of the agents mentioned above without
express permission.
• If you have any comments, concerns, or questions regarding this research, please contact the
researchers listed at the top of this form.
• For general questions, concerns, or explanations of any concept of this discovery or inherent
rights due as a participant, or in the unfortunate event of being unable to contact the examiners
listed above, do not hesitate to get in touch with the Jacksonville State University College of
Health Professions and Wellness Department of Nursing by phone, (256) 782-5425, through
email at info@jsu.edu or by US Postal Mail at 700 Pelham Rd N Jacksonville, AL., 36265.
• Contribution in this study is entirely optional. There is no direct cost in participating. Any
portion of the study chosen, like a particular line of questioning or a specific procedure, the
participants may be skip or omit these for any reason. Refusal for further contribution or
discontinuation of involvement can occur without penalty and at any time. Freedom for
participants to retract from commitment in the research is guaranteed. Should a decision to
withdraw during the course be determined, please notify the investigation team immediately.
Signature: ______________________________

Date: _____________________
(Missouri State University, 2021)
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Appendix H: Simple Adult Consent Form
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Appendix I: CITI Research Training Certification
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Appendix J: 2019 Nursing Evidence-Based Practice Survey
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Appendix K: Fall Prevention Knowledge Test
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Appendix L: Project Timeline
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Appendix M: Budget & Resources
Item

Budget

Actual Cost

Printed Materials

$10

$0

Recruitment Flyer Printing

$5

$0

Refreshments

$50

$200

Time

630 project hours

700 project hours

Statistician

$100

$0

Budgeted

$165 + 630 project hours

Total Cost:

$200 + 700 project hours
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Appendix N: Pre- and Post-Fall Prevention Knowledge Test Survey Scores

Note: This box plot provides a graphical display of average scores before viewing the
didactic videos and following the coaching implementation.
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Appendix O: 2019 Evidence-Based Practice survey- Factors Comparison

Note: This graph represents the survey responses from the 2019 Evidence-Based Nursing survey.
Displayed are the various themes associated with each factor that were tested. Although the
category of “data collection,” appears to have received more response in comparison to the other
themes. However, the category performs poorer in scores among the nurses. Additionally, one
could reasonably decipher from the graph two themes, either the were nurses unsure about “data
collection” or the two nurses with the lowest response scores is represented in that category
column on this chart.
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Appendix P: 2019 Evidence-Based Practice survey- Factor Averages
25
3.5

20

4
15

3.7

10
5

5

3

5.3

3.7

2
2
3

4.6

2
3.8

1.7
4.4

3

4

4

4

4

4

4

4

3.7

4.3

4.3

4.3

3.7

3.7

3.7

3.7

3

4

4

4

4

4

3
2
4.5

3

3.3

2.7
2
4.4

2
4

4
4
4

0
511

1304

1727

1919

1999
3401
Respondent ID #

5048

8537

Factor 1: Practice Climate

Factor 2: Data Collection

Factor 3: Evidence Appraisal

Factor 4: Implementation

9227

9910

Factor 5: Access to Evidence

Note: These are the averages among the factors on the 2019 EBP Survey. Comparing each
category, we can see that out of all ten nurses, those factor themes that received higher scores
and those ranges in this chart. This indicates a likeliness of the nurses to engage in evidencebased practice.

